T he definition of underrepresented minorities (URMs) varies somewhat depending upon the source, but overall the definitions are similar. The US Department of Health and Human Services defines URMs as "racial and ethnic populations who are underrepresented in a designated health profession discipline relative to the percentage of that racial or ethnic group in the total population. This definition includes Black or African American, American Indian or Alaska Native, Native Hawaiian or other Pacific Islander, Hispanic or Latino, and any Asian other than Chinese, Filipino, Japanese, Korean, Asian Indian, Thai, or Vietnamese/Southeast Asian." 1 Similarly, the Association of American Medical Colleges (AAMC) states, "Underrepresented in medicine means those racial and ethnic populations that are underrepresented in the medical profession relative to their numbers in the general population" and shifts the focus from a fixed aggregation of four racial and ethnic groups, to accommodate the inclusion and exclusion of underrepresented groups on the basis of changing demographics of society and the profession. It also shifts the focus from a national perspective to a regional or local perspective on underrepresentation. 2 For the purposes of this commentary, we use the US Department of Health and Human Services definition and focus on the limited pool of URM medical school faculty using the extensive available faculty roster data from the AAMC that include 131 medical schools. 3 These faculty include physician scientists (eg, MDs or MD/PhDs), clinicians, scientists (PhDs), educators, and clinical investigators.
Why is the traditional definition of a URM focused on Americans of African descent, Latinos raised within the continental United States, and similarly Native Americans from Hawaii and Alaska? A recent report summarized the interviews of 25 African-American physicians and included the comments from 2 black physicians. 4 One physician stated that "the influence of race on selfview was shaped by the participant's country of origin" and also stated "I wouldn't say that race has influenced me. It defines me. It defines what I do." By contrast, an African physician immigrating to the United States after high school stated that "race influences the personalities of Americans much more deeply than for Africans or other people not born in this country. As an African, my primary mode of identification is not race." Thus, the original list of URMs reflects those persons typically born in the United States that suffered under bias owing to skin color or ethnicity. Moreover, the negative bias occurred early enough in their upbringing that it impacted their educational opportunities, view of themselves, and external biases from others whether institutional or not.
Why bother? If the current US population continues to grow at a similar pace, nearly 50% of the 2050 US census will be non-white or a "person of color." 5, 6 Although with each successive generation (about 40 years or so), we clearly witness and document substantive changes ushering us toward the utopian goal of a color-blind society, the numbers bear witness to the fact that significant changes need to occur to approach this goal. With respect to health care, minority populations, which currently comprise approximately 35% of the US population (ϳ27% are Hispanic or Black; Figure 1A ), are likely to receive a higher percent of uncompensated health care ("Uncompensated care [UC] is health care that is delivered, but not paid for by either a patient or a third party payer. Most UC is delivered to the very ill during or after a visit to an emergency room. In 2004, UC was ϳ$41 billion dollars"). 6 -8 Assuming that those likely to receive uncompensated care will comprise a larger share of minority physician practices provides some impetus for increasing the number of URM practitioners and academicians. Black physicians care for significantly more black patients (25 percentage points more versus other ethnic group physicians; P Ͻ .001) and for more patients on Medicaid (on average 45% of their patients were insured by Medicaid; P Յ .001); Hispanic physicians care for more Hispanic patients (21% percentage points more; P Ͻ .001), and more uninsured patients (P Ͻ .03) than do other physicians. 9 In addition, there is evidence that black and Hispanic patients seek physicians of their own race because of personal preference or language, and not only because of geographic proximity. 10 Thus, simply from an economic necessity, the health care delivery system must factor in how to increase the number of physicians who will deliver health care, as well as increase the number of physician scientists, clinical investigators, and scientists who will analyze the ailments that plague these populations.
It is a reasonable assumption that most health care recipients do not care what "color" or ethnic group their physician belongs to as long as they are well trained and care about them as patients. However, black respondents with black physicians were more likely than those with non-black physicians to rate their physicians as excellent and as providers of preventative care. Similarly, Hispanic patients treated by Hispanic physicians were more likely than those treated by non-Hispanic physicians to be satisfied with their health care. 11 Although these conclusions are derived from data obtained Ն10 years ago, these conclusions are likely to still hold. Thus, URM providers are more likely to serve patient populations that are a reflection of themselves, which in turn are the same populations typically listed as "the underserved." However, statistically a majority of URMs in the United States will have a non-URM physician because URMs only comprise about 7% of practicing physicians. 5 Therefore, from an educational perspective, academic medical faculty who are training the next generation of physicians as well as those delivering health care should reflect the diverse populations they will be serving.
Enhancing the pool of URM trainees and academic physicians will likely alleviate the present disparities in the quality of health care that relate to specific measures of health care delivery and URM populations. For example, the 2008 National Health Care Disparities Report indicates that blacks were more likely to be diagnosed at an advanced stage with colorectal cancer than whites (104 vs 80 per 100,000, respectively). 12 In addition, Hispanics were less likely than non-Hispanic whites in 2005 to receive colorectal cancer screening (37.3% vs 58.5%). 12 However, URM disparities in health care are complicated and relate to several other benchmarks such as income, level of education, and access to health care. Regardless, the number of matriculated black and Hispanic medical students is also not representative of these 2 minority groups in the US population ( Figure 1B) , which is an additional impetus for promoting predoctoral URM students to pursue health-related disciplines.
In addition to the societal needs to increase the pool of URM trainees and academic physicians, there are several other tangible benefits. These benefits include providing a pool of mentors for students, to better serve patients, to make the medical center a more diverse and interesting place, 
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to bring different points of view to debates, and to provide a pool of researchers and clinical investigators who bring a different perspective to their scholarly activities. Diversity in medicine is a win-win goal that improves the institution and the educational experience. 13 Of note, Project 3000 by 2000, which began in 1990 as a AAMC initiative, intended to enroll 3000 URM students in US medical schools by 2000. 14 This is indeed a laudable effort, but it remains to be met; even in 2007 the total number of matriculated URM students was approximately 2500 (Supplemental Table 1 [vs 1470 URM enrollees in 1990]).
Current statistics and issues pertaining to academic physici-
ans. The US population shows ethnic/race fluctuations over time (Figure 1A) , with a drop between the 2000 census and the estimated 2008 census in the percent of whites (69.1% vs 65.6%) compared with an increase in Hispanics/Latinos (12.5% vs 15.4%), and the limited increase in blacks (12% vs 12.2%). However, the percent of faculty has not changed significantly between 1990 and 2008 for blacks (now ϳ3%) or Hispanics (now ϳ4%; Figure 2 ), which reflects in large part the persistent issue of underrepresentation of these populations and the Native American/Alaskan group as compared with their US population distribution.
The decrease in the relative population of whites ( Figure 1A ) parallels the relative decrease in white medical school faculty (Figure 2 ), whereas Asian faculty has increased representation within medical school faculties as compared with their relative population in the United States. Although there is an overall increase in total black and Hispanic faculty when comparing 1980 with 2008, the disturbing trend for blacks is that, since 2000, there has not been a change in the percent of total black faculty in the United States ( Figure 2 ). The one slight improvement is that the number of black assistant professors has increased from 2% of total assistant professors in 1980 to 4.1% in 2000 (data not shown); however, this is unchanged in 2008 (Figure 3 ). Within the Hispanic faculty group, the "Other Hispanic" category is the largest (67.5%) and Cuban Hispanics represent the smallest group (1.2%), which does not reflect their representation in the US census ( Figure 3 ). An accurate breakdown with respect to ethnic background and academic versus community practice affiliation is presently not available from the major gastroenterology societies including the American Gastroenterological Association, the American Association for the Study of Liver Diseases, the American College of Gastroenterology, or the American Society for Gastrointestinal Endoscopy.
Another important statistic to highlight is that, for all ethnic groups during 2008 except for blacks, the total percentage of male outnumber female faculty by 1.7-to 2.1-fold, with whites having the greatest male-to-female ratio of medical school faculty among all other ethnic groups ( Figure 4A ; Supplemental Table 2 ). In addition, and equally striking, is that the percentage of females at the rank of Table 3 ), and this disproportionate number of women at the professor rank cuts across all ethnicities and races ( Figure 4B) . Notably, the percent of total female faculty shows a progressive decline from the instructor to the professor rank ( Figure 4B ). Also important to highlight is the selective lower ratio of male-to-female total black physician trainees Table 4 ). The ratio of male-to-female trainees has shifted significantly toward equalization across all ethnic backgrounds during the past 10 years (eg, it was 1.62-1.81 male-to-female during 1998 -1999), except for black trainees (Supplemental Table 4 ). The potential reasons for the selectively low male-to-female black trainee ratio merits further assessment. Therefore, the major issues that need to be addressed include increasing the pipeline of URMs, promoting the success and retention of junior URM faculty, enhancing the support of senior URM faculty to serve as the needed mentors, and expanding the pool of URM and non-URM mentors for URMs. One statistic that exemplifies the apparent lack of retention of black assistant professors is their low ratio of associate to assistant professors (32%-34%) in 2000 -2008, which may be taken as a reflection of lack of retention, as compared with that of whites (65%-66%) and Hispanics (38%-43%; Table 1 ). Similar trends are found when comparing the ratio of professors to associate professors. Unfortunately, the pipeline based on the most recent 2008 -2009 figures 15 does not seem promising when analyzing the number of adult or pediatric gastroenterology trainees or total resident physicians in ACGME-accredited and in combined specialty graduate medical education programs ( Figure 1B ; Supplemental Table 1 ).
As with any dataset, there are potential caveats. The data shown in Figures 1-4 
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Recommendations to the system at large. The low representation and the stagnation of the numbers of Black and Hispanic faculty in US medical schools, which is mirrored in adult and pediatric gastroenterology and matriculated medical students (Figure 1 ), are troubling. Significant efforts by the National Institutes of Health (NIH) and medical schools to promote diversity have been in place but the impact has not been as rewarding as one would have hoped or anticipated. This conclusion is based on the trends and data that are collected by the AAMC and the American Medical Association. 3, 15 Some of the issues were articulated by black high school juniors in a Milwaukee public high school where 89% of the students are black. Students stated that, from their perspective, the major barriers to becoming a physician include financial constraints, lack of knowledge about the medical field, limited encouragement at home or school, negative peer pressure, lack of black role models, racism in medicine, and better alternatives for securing a high income. 16 These sentiments provide clear aspects that need to be addressed. We envision several specific suggestions that might contribute to reversing the current trend ( Figure 5 ) as follows.
1. Work to increase the pipeline by targeting undergraduate and even high school students to pursue biomedical fields. 17 Efforts along these lines are ongoing as exemplified by the NIH/NIDDK ShortTerm Education Program for Underrepresented Persons (STEP-UP) program which provides research opportunities to high school and undergraduate students at 7 institutions. 18 Another successful program is the NIH/ NIGMS Minority Biomedical Research Support, which has several components including those that provide support via the R25 grant mechanism to institutions with Ն50% student enrollment from URM groups or to provide support to institutions that train URMs. 19 Similar R25 programs include the recent NIH/NHLBI Request for Application (RFA-HL-10-013) to provide short-term research training to promote diversity in undergraduate and health professional student populations. Another successful predoctoral program contributing to the pool of URMs for graduate or professional studies is the NIH/NIGMS Minority Access to Research Careers program that has several URM-related components, including undergraduate student T34 training awards, predoctoral F31 fellowships, faculty senior F33 fellowships, and ancillary training activities T36 awards. 20 However, there is variability in the R25 programs; some provide minimal administrative and mentor support to encourage training institutions including in their mission statements "the improvement of the health of underserved and disadvantaged populations" in addition to the typical "excellence in research, education and clinical service." This might better resonate with URM individuals. An analogy to this is that many women pursue the biomedical fields with the goal of improving women's health, and one can argue that the increased focus on (and advances in) women's health has coincided with an increasing percentage of women faculty in our medical schools (Supplemental Table 2 ). Given that this ultimate service is what much of the US taxpayer base expects of academic institutions, our institutions can achieve this in part by recruiting more URM individuals into the academic ranks. In the future, those medical schools which achieve such mission-based diversity are likely to outcompete other institutions with respect to success in health care delivery to all, and likely in terms of grant funding, particularly for clinical research. 5. Establish diversity deans and directors at the level of the school and department, respectively, which garner legitimacy among senior faculty and administrators to accomplish major goals. These individuals should have several responsibilities including mentoring roles in relation to faculty appointment and evaluation, diversity program development, with the inclusion of a budget to promote diversity initiatives. 
